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http://dx.doi.org/10.1016/j.jfma.201Background/Purpose: Mental health promotion campaigns require a good understanding of
public attitudes and mental health literacy. Few studies have investigated changes in these
two aspects over time. We aimed to examine such changes and their associations with help-
seeking preference in Taiwan.
Methods: Data were extracted from the Taiwan Social Change Survey (1990, 1995, and 2000)
based on national representative samples. Each wave of the surveys included four questions
about attitudes toward severe mental illness, a case vignette describing depressive and anxi-
ety symptoms to evaluate respondents’ mental health literacy, and their preference of med-
ical and/or informal help-seeking if they develop such symptoms. Mental and physical health
statuses measured using the Chinese Health Questionnaire and self-reported chronic physical
illnesses were included as covariates.
Results: There were 2531, 2075, and 1892 respondents in the three waves of the surveys,
respectively. During the 1990s, approximately one in four to five Taiwanese held some miscon-
ceptions toward mental illness. The attitudes toward mental illness were generally not associ-
ated with medical or informal help-seeking preference after statistical adjustment. However,terest relevant to this article.
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34 C.-Y. Wu et al.respondents viewing symptoms in the vignette as physical or mental in origin were more willing
to seek help than those who saw these symptoms as not being an illness.
Conclusion: Attribution of depressive and anxiety symptoms appeared to be more likely to in-
fluence help-seeking behaviors than attitudes toward mental illness. Enhancing public mental
health literacy toward depression may help facilitate help-seeking in response to potential
mental illness.
Copyright ª 2013, Elsevier Taiwan LLC & Formosan Medical Association. All rights reserved.Introduction
The tendency to seek help varies across countries for in-
dividuals with mental distress.1 Only a small number of
people in need receive formal treatment.2e4 Prior to the
initiation of physician contact, one’s perceptions, adapta-
tion, and attitudes toward mental illness and medical ser-
vice determine the decisions to seek medical help.4e7
Sociodemographic variables such as sex, age, and positive
attitudes for mental health help-seeking were also found to
predict perceived need for care and help-seeking.8 More-
over, stigma, the negative attitudes about mental illness,
was considered a significant barrier to service use.9 How-
ever, stigmatizing attitudes toward mental illness were not
necessarily associated with reluctance to seeking medical
help.10 In brief, factors related to mental health help-
seeking can be categorized as demographic and attitu-
dinal; the latter encompassing two components: attitudes
toward mental illness and medical service (psychiatric or
general physicians). Mental health help-seeking is an under-
researched issue in Asian countries, and the traditional
medical beliefs in Chinese culture and negative attitudes
concerning mental illness significantly hinder people to
receive appropriate care,11e13 with more stigma associated
with serious mental illness (mostly referred to as schizo-
phrenic or schizoaffective disorders) than depression.14
“Mental health literacy”, the capability of the public to
recognize, to manage, or to prevent mental disorders, was
another correlate with seeking medical help.15 It has sig-
nificant effect on reducing depressive symptoms compared
to other controlled interventions such as vitamin supple-
ment and physical activity.16 The promotion of mental
health literacy may increase self-awareness and the
perceived need for seeking medical help.13 The association
between mental health literacy and medical service use is
still seldom researched in Asia, although mental health lit-
eracy17 was found to be an important indicator for poor
mental health and its enhancement may promote help-
seeking in response to potential mental problems.18,19 It is
less clear whether mental health literacy has an effect on
enhancing perceived mental health and subsequent medical
help seeking. It is crucial to promote general mental health
knowledge level through appropriate design of mental
health publicizing tools and contents because of its poten-
tial effect on increasing motivation of help-seeking.18,19
However, more evidence is needed to examine this issue in
order to inform public mental health strategies and policies.
Public and individual attitudes toward mental illness are
important predictors for mental health care seeking,
particularly stigmatizing attitudes defined as negative or
stereotyped perspective toward people with mentalillness.10 Although their associations have been studied in
western countries, very few studies examined this issue in
the Chinese societies, where such stigma was potentially
more widespread and different in degrees compared to the
west. Moreover, longitudinal observation of stigmatizing
attitudes is implicative for the design ofmedical services and
public health campaigns.20 Hence, the present study aimed
to examine the time trend of mental illness attitudes, liter-
acy, and mental health help-seeking across a decade and
factors related to medical use in three national surveys in
Taiwan, where folk and popular belief greatly impact on
mental illness behavior under theChinese cultural context.11
We hypothesized that attitudes toward mental illness and
mental health literacy would be significantly associated with
different help-seeking behaviors (i.e., medical or informal
help-seeking) for depressive and anxiety symptoms.
Materials and methods
Study data
The study data were obtained from Taiwan Social Change
Surveys (TSCS) conducted in 1990, 1995, and 2000.21e23 The
TSCS was a national survey performed every 5 years from
1985 by the Institute of Sociology, Academia Sinica,
Taiwan. The survey covered a wide-range of personal and
social issues such as personal need, education, social class,
politics, media influences, cultural values, and health and
attitudes.21 Adults aged over 20 years randomly sampled
from total population of Taiwan were defined as the par-
ticipants of the current study. The representative sample
was derived through a multistage cluster sampling for each
survey. First, the investigators defined strata for sampling
from the 359 township/districts according to geographical
location and degree of urbanization; smaller geographical
locations and units (i.e., Lis and villages) were then
created by probability proportional to their size to
generate further interview lists.24 A Li is defined as having
an average of 2000 people and 874 households. All people
in each selected Li or village were included as potential
interviewees of the study. Detailed procedure of data
source and sampling method has been described else-
where.25 The overall response rate was around 67% after
excluding ineligible participants. The major reasons of
nonparticipation were inability to find the index person and
refusal.26
Data were collected via face-to-face interviews using a
structured questionnaire. All participants were given full
instruction of the study and provided written consent. The
interviewers were required to take a 2-day training course
to ensure the quality of data collection. Data from 10% of
Table 1 The demographics, health-related characteris-
tics, and help-seeking preferences of the sample
(n Z 6498).
Variables n (%)
Age (y), mean  SD 41.7  13.9
Sex
Female 3292 (50.7)
Male 3206 (49.3)
Marital status
Not married 1238 (19.1)
Married 5256 (80.9)
Education level
Elementary school or lower 2795 (43.0)
Junior/senior high school 1687 (26.0)
University or higher 2016 (31.0)
Religion
None 458 (7.0)
Buddhist 1874 (28.8)
Daoist 2903 (44.7)
Christian 376 (5.8)
Other 887 (13.7)
Self-rated health
Very poor 98 (1.5)
Not too good 840 (12.9)
Average 3507 (54.0)
Very good 2053 (31.6)
Common mental disorders*
CHQ  3 2551 (39.3)
CHQ < 3 3947 (60.7)
Chronic physical illness
No 5076 (78.1)
Yes 1422 (21.9)
Medical-seeking behavior
No 5520 (84.9)
Yes 978 (15.1)
Informal help-seeking behavior
No 2329 (35.8)
Yes 4169 (64.2)
CHQZ Chinese Health Questionnaire; SDZ standard deviation.
* Respondents with scores of 3 or higher in the CHQ were
classified as having probable common mental disorders.
Public knowledge and attitudes to mental illness 35the participants were extracted for quality inspection.26 In
the questionnaire, mental health related questions were
enquired through the years consistently and their findings
were therefore extracted for analysis in this study. These
have included mental health status, attitudes toward
mental illness, a case vignette describing depressive/
anxiety symptoms for the respondents to recognize the
symptoms and to attribute the causes of such depression
symptoms (i.e., literacy of mental health problems), and
personal preference of help-seeking for the above
symptoms.
Demographic variables
The birth yearwas subtracted from the survey year to get the
respondent’s age; only four records with negative ages were
excluded. Sex was without any missing data and was directly
included in the analysis. Four people with “other” marital
status were categorized as the majority status, i.e., “mar-
ried”, resulting in two main categories of marital status.
There were more than 24 items in the original “Education”
level, so they were recategorized into three main categories
based on the principle of school classification set up by the
Ministry of Education. Similarly, the original 10 options in the
variable of “Religion” were recategorized into five main
categories (see Table 1 for details).
Mental health literacy
The concept of mental health literacy in this study was
defined as the capability to recognize depressive and anx-
iety symptoms as described in a case vignette and to
attribute the cause of symptoms. A case vignette as follows
was given for the respondent to think about the cause:
“What happened to someone if she/he was irritable, tense,
having difficulty relaxing, and easily distracted by frivolous
thoughts; or suffering from depressive mood and negative
thoughts, insofar as severely affecting her or his everyday
life, academics or work performance?” The respondents
were asked to choose one answer from the following five
options representing their attributions of the case symp-
toms: (1) no illness, simply a bad mood; (2) having physical
illness; (3) having mental illness; (4) having both physical
and mental illness; or (5) having been possessed by evil
spirits or being cursed.
Attitudes toward mental illness
The attitudes toward people with mental illness were
measured by four items in the questionnaire, aiming at
assessing the participants’ opinions regarding the causes and
general impression on these people. The interviewers
enquired whether the respondents supported the following
descriptions: (1) insanity is hereditary; (2) insanity is caused
by offending the gods or devils, or the soul of the dead; (3)
patients with mental illness are well-suited to be treated/
retained in the temple; and (4) patients with mental illness
are not punishable for any crime they have offended. Three
items of the study evaluated the participants’ stigmatizing
attitudes toward mental illness (items 1e3). Ratings of eachitem were categorized as “Agree” (2 scores), “Disagree” (1
score) or “Neutral” (0 score).Help-seeking preference for mental health
problems
A multiple-choice question was asked about respondents’
preferences of help-seeking providing the situation
described in the “Mental health literacy” case vignette
happened to them. Thus, this variable was mainly an in-
dicator for preferences of mental health help-seeking. For
the purpose of analysis in this study, the responses were
recategorized as: (1) formal help-seeking (i.e., medical
seeking or service contact): respondents would see a
medical doctor (i.e., general physicians) or consult a
psychiatrist; (2) informal help-seeking: respondent would
talk to family, talk to friends, get drugs from over the
36 C.-Y. Wu et al.counter, pray or talk to clergy, see a Chinese medical
doctor, consult worshipped deities, or seek help from a
counseling agency. The rationale of dividing help-seeking
behaviors into these two types was also used in another
study.27
Covariates
Mental health status was evaluated by self-reported
chronic physical illness status and the Chinese Health
Questionnaire (CHQ) score that derived probable common
mental disorder (CMD) status.28 The CHQ is a 12-item
questionnaire used to identify CMDs in the general popu-
lation with its sensitivity and specificity being 78% and 77%,
respectively.29 Higher score indicates worse mental health
status (Kendall’s tau correlation coefficient between CHQ
and clinical severity status Z 0.65).30 Respondents with
scores of 3 or higher were classified as having probable
CMDs.28 By contrast, chronic physical illness status was
assessed via a single question asking the respondent’s
confirmed medical diagnosis, if any.
Data analysis
The basic demographics and major variables of interest
were described including the attitudes toward mental
illness, mental health literacy, and the outcome variable of
help-seeking preferences. Next, the associations of the
attitudes of mental illness and mental health literacy as
well as help-seeking preferences for potential mental
problems were analyzed using univariate and multivariable
logistic regressions. Odds ratios (OR) and adjusted OR with
95% confidence interval (CI) were estimated to show the
strength of the associations. Significance level was set at
0.05. SPSS version 16.0 (SPSS Inc., Chicago, IL, USA) was
used for the above analyses. Each of the attitudes items
toward mental illness was analyzed separately with the
“Neutral” group as the reference. Moreover, age, sex, ed-
ucation level, marital status, religion, self-rated health,
mental health status (measured by the CHQ), and chronic
physical illness status were significantly different in formal
or informal help-seeking behaviors and were therefore
controlled in the multivariable analysis.
Results
There were 2531 (1990), 2075 (1995), and 1892 (2000) re-
spondents in the three waves of surveys, making a total
representative sample of 6498 Taiwanese people across the
eleven years. The mean ages of the sample were
41.7  13.9 years with the sex ratio 1:1 (Table 1). Most
people were married (80.9%) with an education status of
below elementary school (43.0%) or university and above
(31.0%). One in five (21.9%) had more than one chronic
physical illness and 39.3% were having probable common
mental disorders at the time of interviews according to
their CHQ scores 3. The majority of people who chose
informal help-seeking would talk to their friends (49.2%),
followed by talking to their family (34.1%); a minority of
people would seek substance use (7.6%; data not shown).
The contrast of 15.0% and 64.2% of the respondents seekinghelp from medical services and informal help sources were
noted. Therefore differences of the influencing factors for
each of the help-seeking behavior are further compared in
Tables 2 and 3.
Attitudes toward mental illness
Table 4 shows percentage changes of the attitudes toward
mental illness across the three surveys and in the total
sample. The proportion of respondents who agreed that
“insanity is hereditary” increased from 23.5% in 1990 to
34.1% in 2000, whereas those agreed that “patients with
mental illness are not punishable for their crime” declined
from 32.4% to 23.5%. In 1990, 12.9% of participants agreed
to the claim that “insanity is caused by offending the gods,
devils, or soul of the dead” and the corresponding figures
were 20.6% and 20.7% in 1995 and 2000, respectively. Over
the study period, 21.0e27.4% of respondents agreed that
“patients with mental illness are well-suited to be treated/
retained in temples”. Notably, fewer and fewer people
supported the idea that “people with mental illness should
not be punishable for their crime”, whereas supportive
opinions of the other items were in an increasing trend over
the period. About 30% of the respondents held that insanity
is hereditary or that people with mental illness are not
punishable for their crimes.
Mental health literacy for depressive and anxiety
symptoms
Over the course of a decade, consistently one-third of
Taiwanese people attributed the depressive symptoms in
the case vignette to be mental problems (Table 4). How-
ever, the largest proportion of people (43.4%) perceived
these symptoms as not being illness, but just a bad mood.
More than one in five people in the total sample considered
those symptoms to be both mental and physical problems of
origin (21.4%). Only 4.5% and 1.4%, respectively, believed
the case to suffer from physical illness, and a spell by su-
pernatural power or other unknown problems.
Factors influencing help-seeking preference
Factors that were significantly associated with help-
seeking preferences in bivariate analysis were: survey
waves, age, sex, marital status, religion, education level,
mental health status (CHQ), and chronic physical illness
status (Table 2). Specifically, those with worse self-rated
health and chronic physical illness were more likely to
seek medical services. Potential CMD as assessed by the
CHQ was associated with both formal (OR Z 1.52, 95%
CI Z 1.33e1.74) and informal help-seeking (OR Z 1.21,
95% CI Z 1.09e1.35) behaviors. Items of attitudes and
mental health literacy were generally associated with
informal help-seeking and medical seeking respectively
(data not shown). Compared with those who did not
perceive illness in the condition of the case vignette,
there were significant differences in medical seeking
behavior for those who attributed a cause of mental,
physical, or both origins of problems. The OR of people
who attributed a physical origin of problems was the
Table 2 Univariate analyses by using simple logistic regression of survey waves, demographics, and health-related factors by participants preferred or not-preferred medical
and informal help-seeking behaviors (n Z 6498).
Variables Medical help-seeking preference p Informal help-seeking preference p
Yes (n Z 978) No (n Z 5520) OR (95% CI) Yes (n Z 4169) No (n Z 2329) OR (95% CI)
Wave
1990 304 (31.1%) 2227 (40.3%) Ref 1455 (34.9%) 1076 (46.2%) Ref
1995 326 (33.3%) 1749 (31.7%) 1.37 (1.15e1.62) <0.001 1493 (35.8%) 582 (25.0%) 0.74 (0.66e0.84) <0.001
2000 348 (35.6%) 1544 (28.0%) 1.65 (1.40e1.95) <0.001 1221 (29.3%) 671 (28.8%) 1.41 (1.23e1.61) <0.001
Age (y, mean  SD) 46.4  14.17 40.8  13.7 1.03 (1.02e1.03) <0.001 40.35  13.59 43.98  14.17 0.98 (0.98e0.99) <0.001
Sex
Male 514 (52.6%) 2778 (50.3%) Ref 1926 (46.2%) 1280 (55.0%) Ref
Female 464 (47.4%) 2742 (49.7%) 1.09 (0.95e1.25) 0.199 2243 (53.8%) 1049 (45.0%) 1.42 (1.28e1.57) <0.001
Marital status
Not married 131 (13.4%) 1107 (20.1%) Ref 872 (20.9%) 366 (15.7%) Ref
Married 847 (86.6%) 4413 (79.9%) 1.62 (1.33e1.972) <0.001 3297 (79.1%) 1963 (84.3%) 0.71 (0.62e0.81) <0.001
Religion
None 44 (4.5%) 414 (7.5%) Ref 266 (6.4%) 192 (8.2%) Ref
Buddhist 278 (28.4%) 1596 (28.9%) 1.64 (1.17e2.30) 0.004 1202 (28.8%) 672 (28.9%) 1.29 (1.05e1.59) 0.016
Daoist 425 (43.5%) 2478 (44.9%) 1.61 (1.16e2.24) 0.004 1850 (44.4%) 1053 (45.2%) 1.27 (1.04e1.55) 0.020
Christian 89 (9.1%) 287 (5.2%) 2.92 (1.97e4.32) <0.001 287 (6.9%) 89 (3.8%) 2.33 (1.72e3.15) <0.001
Other 142 (14.5%) 745 (13.5%) 1.79 (1.25e2.57) 0.001 564 (13.5%) 323 (13.9%) 1.26 (1.00e1.59) 0.049
Educational level
Below elementary
school
498 (50.9%) 2297 (41.6%) Ref 1084 (50.9%) 1711 (41.0%) Ref
Junior/senior high
school
176 (18.0%) 1511 (27.4%) 0.53 (0.45-0.65) <0.001 642 (27.6%) 1045 (25.1%) 1.03 (0.91e1.17) 0.628
University or above 304 (31.1%) 1712 (31.0%) 0.82 (0.70e0.96) 0.012 603 (25.9%) 1413 (33.9%) 1.49 (1.31e1.67) <0.001
CMDs status*
CHQ < 3 469 (48.0%) 2082 (37.7%) Ref 2464 (59.1%) 846 (36.3%) Ref
CHQ  3 509 (52.0%) 3438 (62.3%) 1.52 (1.33e1.74) <0.001 1705 (40.9%) 1483 (63.7%) 1.21 (1.09e1.35) <0.001
Self-rated health
Very good 30 (3.1%) 68 (1.2%) Ref 62 (1.5%) 36 (1.5%) Ref
Average 197 (20.1%) 643 (11.6%) 3.13 (1.99e4.90) <0.001 556 (13.3%) 284 (12.2%) 1.13 (0.73e1.76) 0.563
Not too good 497 (50.8%) 3010 (54.5%) 2.17 (1.77e2.67) <0.001 2264 (54.3%) 1243 (53.4%) 1.06 (0.70e1.60) 0.792
Poor 254 (26.0%) 1799 (32.6%) 1.17 (0.99e1.38) 0.058 1287 (30.9%) 766 (32.9%) 0.98 (0.64e1.49) 0.908
Chronic physical illness
No 637 (65.1%) 4439 (80.4%) Ref 3286 (78.8%) 1790 (76.9%) Ref
Yes 341 (34.9%) 1081 (19.6%) 2.20 (1.90e2.55) <0.001 883 (21.2%) 539 (23.1%) 0.89 (0.79e1.10) 0.067
CHQ Z Chinese Health Questionnaire; CI Z confidence interval; CMDs Z common mental disorders; OR Z odds ratio; Ref Z reference group; SD Z standard deviation.
* Respondents with scores of 3 or higher in the CHQ were classified as having probable CMDs.
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Table 3 Multivariable logistic regression analyses* of the influence of attitude toward mental illness and mental health lit-
eracy on medical seeking willingness and informal-seeking preference (n Z 6498).
Variables Medical help-seeking behavior Informal help-seeking behavior
Adjusted OR 95% CI p Adjusted OR 95% CI p
Mental health literacy
Not ill, just bad mood Ref Ref
Physical illness 8.32 6.22e11.13 <0.001 0.95 0.73e1.23 0.713
Mental illness 3.10 2.54e3.78 <0.001 1.07 0.94e1.21 0.319
Both physical and mental 5.11 4.17e6.27 <0.001 1.21 1.05e1.40 0.008
Others 2.48 1.37e4.59 0.004 0.46 0.34e0.85 0.008
Attitudes toward mental illness
1. Insanity is hereditary
Neutral Ref Ref
Disagree 1.03 0.78e1.36 0.849 1.10 0.91e1.34 0.325
Agree 1.12 0.84e1.50 0.450 1.18 0.96e1.45 0.114
2. Insanity is caused by offending the gods, devils, or souls of the dead
Neutral Ref Ref
Disagree 1.14 0.86e1.50 0.364 0.81 0.82e1.19 0.936
Agree 1.05 0.77e1.43 0.739 0.81 1.07e1.55 0.043
3. Patients with mental illness are well-suited to be treated/retained in temples
Neutral Ref Ref
Disagree 1.01 0.78e1.31 0.945 0.84 1.05e1.49 0.014
Agree 1.12 0.85e1.48 0.422 1.18 0.96e1.43 0.100
4. Patients with mental illness are not punishable for their crime
Neutral Ref Ref
Disagree 1.17 0.92e1.49 0.208 1.04 0.88e1.23 0.639
Agree 1.39 1.08e1.79 0.012 1.07 1.07e1.92 0.473
CI Z confidence interval; OR Z odds ratio; Ref Z reference group.
* Controlling for waves of survey, age, sex, education level, religion, marital status, common mental disorders, self-rated health, and
chronic physical illness status.
38 C.-Y. Wu et al.highest (OR Z 11.39, 95% CI Z 8.62e15.03); however, the
number decreased to 8.32 (95% CI Z 6.22e11.13) after
adjustment, but remained significant (Table 3). Only those
who attributed depressive symptoms as being related to
both physical and mental causes were more likely to seek
help from informal help sources (OR Z 1.21, 95%
CI Z 1.05e1.40).
The adjusted logistic regression in Table 3 showed that
those who supported the opinion that “Patients with
mental illness are not punishable for their crime” were
significantly more likely to seek medical help (OR Z 1.39,
95 % CIZ 1.08e1.79). Those who agreed “Insanity is caused
by offending the gods” or who disagreed “Patients with
mental illness are well-suited to be treated/retained in
temples” were more likely to seek help from informal help
sources, although the odds ratios were small (0.81 and 0.84,
respectively). It appeared that people who held the beliefs
that those with mental illness should not be punished by
justice were more prone to consult medical opinions.Discussion
Main findings
From the three waves of national surveys in Taiwan, the
attitudes toward mental illness were not found to evolve
consistently over time. In the 1990s, generally one in fouror five Taiwanese held the attitude that mental illness was
caused by supernatural power and people with mental
illness could be treated in a temple. Our findings suggest
that different attitudes of mental illness and mental health
literacy may lead to different types of help-seeking
behavior. The attitudes toward mental illness were gener-
ally not associated with both formal and informal help-
seeking behaviors after adjusting for sociodemographic and
physical/mental health factors. People who attributed
depressive and anxiety symptoms to a physical cause were
more likely to seek medical help than those who viewed
these symptoms as normal mood change only; whereas
those who attributed to both physical and mental causes
were more likely to seek informal help sources in response
to these symptoms.
Correlates of mental health help-seeking
preference
Attitudes toward mental illness
It is interesting that the only significant association was
between the attitudes of viewing people with mental illness
as responsible for their crimes and preference for seeking
medical help. Although the public perceived that people
with mental illness should take the same level of civil re-
sponsibility and be judged by trials, it may mean that they
see them as having the need to be legally secluded from
society or to receive treatment through forensic psychiatry.
Table 4 Mental health literacy and attitudes toward mental illness across the three surveys (n Z 6498).
Variables, n (%) Year 1990
(n Z 2531)
Year 1995
(n Z 2075)
Year 2000
(n Z 1892)
Total
(n Z 6498)
Mental health literacy (depressive/anxiety symptoms attribution)
Not ill, just bad mood 1237 (48.9) 894 (43.1) 689 (36.4) 2820 (43.4)
Physical illness 86 (3.4) 110 (5.3) 97(5.1) 293 (4.5)
Mental illness 687 (27.1) 647 (31.2) 572 (30.2) 1906 (29.3)
Both mental and physical illness 494 (19.5) 389 (18.7) 508 (26.8) 1391 (21.4)
Others (evil spirits or not known) 27 (1.1) 35 (1.7) 26 (1.4) 88 (1.4)
Attitudes toward mental illness
1. Insanity is hereditary
Neutral 350 (13.8) 224 (10.8) 192 (10.1) 766 (11.8)
Disagree 1587 (62.7) 1266 (61.0) 1054 (55.7) 3907 (60.1)
Agree 594 (23.5) 585 (28.2) 646 (34.1) 1825 (28.1)
2. Insanity is caused by offending the gods, devils, or souls of the dead
Neutral 383 (15.1) 273 (13.2) 210 (11.1) 866 (13.3)
Disagree 1821 (71.9) 1375 (66.3) 1290 (68.2) 4486 (69.0)
Agree 327 (12.9) 427 (20.6) 392 (20.7) 1146 (17.6)
3. Patients with mental illness are well-suited to be treated/retained in temples
Neutral 436 (17.2) 267 (12.9) 185 (9.8) 888 (13.7)
Disagree 1563 (61.8) 1239 (59.7) 1243 (65.7) 4045 (62.2)
Agree 532 (21.0) 569 (27.4) 464 (24.5) 1565 (24.1)
4. Patients with mental illness are not punishable for their crime
Neutral 517 (20.4) 291 (14.0) 216 (11.4) 1024 (15.8)
Disagree 1195 (47.2) 1161 (56.0) 1232 (65.1) 3588 (55.2)
Agree 819 (32.4) 623 (30.0) 444 (23.5) 1886 (29.0)
Public knowledge and attitudes to mental illness 39Subsequently, it is reasonable to infer that the respondents
linked mental illness with the need for medical care, which
could explain why people would be more willing to consult
doctors once they suffered from depressive/anxiety symp-
toms. This finding partially supported a previous contention
that public stigmatizing attitude originates from the dy-
namics of social cognition during the socialization pro-
cess.31 Hence, perceptions of the link between mental
problems and medical seeking may be influenced by other
people in the society such as in the context of Taiwan.
However, more evidence-based research is needed to
validate the fidelity of this contention.10
Moreover, the adjusted findings indicate that varying
attitudes of mental illness are associated with mental
health help-seeking, which supports past studies results
about the complex association between stigmatizing atti-
tudes and professional help-seeking.10 Although attitudinal
influence on medical seeking did not change much across
the decade in the current study, less stigmatized and
relatively favored attitudes toward mental illness seem to
enhance the likelihood of medical contact, which is
consistent with previous findings.13
Mental health literacy
Respondents who could provide physical/mental attribution
toward depressive/anxiety symptoms had significantly
more influence on service use than those who were less
able to identify mental health problems. Moreover, the fact
that various attributions of depression symptoms had
different levels of impact on medical help-seeking prefer-
ence might inform the need to have selected contents ofpublic education regarding mental health literacy. Limited
research provided evidence in this respect, and it is un-
common to have the same measurement of mental health
literacy for comparison. However, it is necessary to
enhance the physical and mental causes of depression
symptoms in public mental health education instead of
leaving the public unaware of the origin of mental illness,
particularly common mental disorders. Moreover, public
attribution of mental disorders as more of psychological
influences and less of biological factors may inform the
professionals to adjust their way of reaching the vulnerable
people in need by introducing or “advertising” the psy-
chopathology from lay perspectives.32,33 Therefore, future
public education policies should emphasize the contents
and the medium to broadcast depression or anxiety-related
knowledge to enhance mental health literacy and help-
seeking behavior in response to potential mental distress.
Strengths and limitations
In interpreting these results, the limitations of the study and
the TSCS should be taken into consideration. First, the TSCS
sampled respondents aged over 20 years from the total
population of the island but failed to follow up a cohort
through the years; therefore, data on specific change in the
knowledge, attitudes, and mental health help-seeking could
not be retrieved. Further, our sample may not be repre-
sentative of the populations island-wide due to a relative
small sample size and potential selection bias derived from
the sampling strategy may not be excluded. Secondly, the
items in the attitude section of the questionnaire were
removed in the surveys after the year 2000, which prevented
40 C.-Y. Wu et al.longer-term observations. Further, items inquired for the
attitudes toward mental illness were not comparable to
those used in other international studies, which limited
generalization to populations from other cultural back-
ground. Although the attitudes items were related to mental
illness that might be interpreted by the respondents as se-
vere psychiatric illness, we did not actually know how the
public interpreted the term raised by the interviewer. Thus
it was logical to assume that the attitudes toward lay-
interpreted mental illness may be related to help-seeking
preference for potential mental problems. In other words,
the public may not know the differentiation between serious
mental illness and common mental disorders. Therefore we
regarded our hypothesis as appropriate. Another concern
was that based on statistical testing, certain sociodemo-
graphic features, such as age and education, were somehow
different across the three surveys. However, they were
adjusted in the merged dataset to test the study hypothesis
(i.e., attitudes and mental health literacy would be signifi-
cantly associated with seeking medical help), making de-
mographic difference across surveys a relative minor
concern in this respect. Finally, the inference that people
would seek medical help if they had better attitudes and
literacy toward mental illness should be made with caution
because the surveys failed to collect other enabling and
need factors or personal health concepts relating to medical
help-seeking behavior. Future studies could consider the
inclusion of such factors as self-efficacy and personal con-
cepts regarding the risk and benefits of acquiring mental
illness to draw a firmer conclusion.
The advantages of TSCS should also be considered. It was
one of the largest survey series with representative data
among all of the general social surveys in the world. At a
national level, longitudinal surveys of public attitudes have
contribution in assessing the ongoing severity of stigma and
evaluating the effects of public education campaigns.34 The
study suggested that public mental health help-seeking
behavior did not change dramatically in the 1990s, and
people would choose to help themselves by thinking posi-
tively or pursuing recreational activities than to call for help
from those in their social networks or medical professionals.
The view that people can solve their own problems or
thought that it would go away could be barriers for mental
health help-seeking found in latest studies and is worthmore
attention in public mental health promotion campaigns.1
Because the measurements of public attitudes toward
mental illness were distinct for most of the studies inves-
tigating this issue, direct contrast between studies was
difficult. The authors suggest future studies to use estab-
lished and validated scales or measurement tools in order
to make direct comparison between studies. Moreover, a
cohort study could be considered in investigating the un-
derlying issue to draw a firmer conclusion toward the as-
sociation between mental health attitudes, literacy, and
medical seeking.
Attribution of depressive/anxiety symptoms appeared to
be the major determinant for mental health medical
seeking based on the current study context. Facilitating
mental health literacy may be strategic for enhancing
public willingness to access formal or informal help in
response to potential mental problems.Acknowledgments
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